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other primary care physicians are
presented. (Can Fam Physician'
25:1484-1487, 1979).

Dr. Brown, a certificant of the
College, is an associate professor of
family medicine at Dalhousie
University. Reprint requests to:
Dept. of Family Medicne,
Dalhousie University, 559 Fenwick
St., Halifax, NS. B3H 1R2.

I AM what I do, not what I say I
Sam.
Family medicine is the academic

discipline, composed of knowledge,
skills and attitudes. Family practice is
the application of that knowledge in a
system of medical care. Much has
been written about family medicine in
books and journals;1-8 it differs from
the rest of medicine in general and
other primary care 'providers' in par-
ticular.

Significant Differences
Number One

Dr. Lynn Carmichael stated that:
"An important component in the defi-
nition of the family physician is that
he has a 'tenured relationship' in
which the doctor and the family
members have mutually agreed upon
obligations."9 No other physician has
this unwritten contract with patients
of all ages and with the whole family.
No other physician will say "No mat-
ter what your problem I will see
you".

Number Two
Dr. Ian McWhinney has introduced

this second major difference of family
practice: that of the "unselected prob-
lem". "The family physician differs
from all other physicians in that he
can make no tacit assumptions about
the problem he is likely to encounter.
Implicit in his role as primary physi-
cian is his availability for all types of
disorder. He must have a method
which is flexible enough to be
adapted to any presenting prob-
lem."10

TABLE I
The Significant Differences Of
Family Practice

1. Tenured relationship with the
family.

2. First contact physician for patients
with unselected problems.

3. The family is the unit of care.
4. Coordinating role.
5. Early diagnosis by selective

screening and patient-centred
medicine beyond diagnosis.

6. Continuity of care.
7. Nature of the doctor-patient

relationship.
Awareness of the whole patient
in family and community
context.
Many "strings of attachment".

8. A different counselling and
psychotherapeutic approach.

9. Whole person approach.
10. The problems are different.
11. The volume of patients is larger.
12. Family practices are

heterogeneous.

Number Three
Family physicians are available to

give care to all members of the fam-
ily: "Their commitment is to a group
of people more than to a body of
knowledge".1
"The family physician looked after

all members of the family in 86% of
cases. It was from this fact that the
term 'family medicine' developed and
the College changed its name to the
College of Family Physicians of Can-
ada."12

Browne and Freeling express very
3clearly two important aspects of the
family physician's relationship with
families: "Under the guise of physical
or emotional illness, the family doctor
is often presented with problems in
family relationships ... the family
doctor, with his special position of
trust and of access to the family cir-
cle, is in a unique position, shared by
no specialist, to be able to understand
and make the deeper diagnosis of the
disordered relationship. In this situa-
tion, often in the process of diagnosis,
he may be enabled to trigger a change
in family conditioning which may
have a profound impact on the subse-
quent emotional, and consequently
physical, health of all the family
members."13

Another author has commented:
"The struggle within the family for
the power and privilege of sickness
intimately involves the family doctor.
But how does it involve him? How
will he act? As an alibi, a witness for
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the defence, a medical policeman, a

clinical magistrate?""4
I believe many family doctors

counsel families on the majority of
problems they present. This is sup-

ported by a search of the literature
which shows that 20-30% of the fam-
ily doctor's day is spent dealing with
emotional and psychological prob-
lems. Marital problems are the most
common of these, followed by de-
pression, hypochondriacal problems,
alcoholism, chronic illness and anxi-
ety or tension states. 15 The family
physician is in an excellent position to
study the impact of illness on the fam-
ily and the influence of the family on

illness. There are a number of books
and articles on this subject. 16-19

The best summary I have heard
about what differentiates family phy-
sicians from other physicians came

from a rural family doctor: "Family
physicians take the time to assess the
family, to find out if they are part of
the problem or part of the solution,
and to assess how their attitudes can

be changed or harnessed in promoting
health. "20
Even though controversy exists

about what constitutes a family and
what its functions are, social scientists
agree that its existence is common to
all human societies. This makes it an

appropriate and universal unit of
care.21
Number Four
A coordinating role is the fourth

function that distinguishes the family
doctor from other physicians. "This
function has increased in importance
as medicine has become more highly
specialized and complex and as pa-
tients have become more medically
sophisticated and better able to parti-
cipate actively in their own care . . .

the family physician insures continu-
ity and comprehensiveness of medical
care. This is one of his most impor-
tant functions . . . the family physi-
cian provides leadership for the many
allied personnel who offer services for
his patients."22

Dr. E. D. Pellegrino stated this
function of the family physician most
deftly: "Generalists must, therefore,
coordinate and manage the input of
specialists and other health profes-
sionals, they must deal in an orderly
fashion with multiple problems, they
must make the confusing whole into
an intelligible situation for the patient
and his family, and they must assume

personal responsibility to protect the
patient's interests in what is often an

overwhelming array of treatments,
recommendations, and techniques.
The generalist must explain the rela-
tive importance and priorities of what
can be contradictory recommenda-
tions offered by the specialists. He
has a particularly difficult moral re-

sponsibility to protect the patient from
the overzealous espousal of the con-

sultant's preferred technique, to the
exclusion of other equally tenable al-
ternatives. 23

Number Five
The fifth function that distinguishes

the family physician from other physi-
cians is hard to define. It encom-

passes prevention and 'anticipatory
guidance', especially at crucial times
in family and individual develop-
ment; 24, 25

Professor Marinker clearly de-
scribes the process of sorting out
symptoms which may be related to
family discord: "First there is the
problem of identifying the patient at
any particular moment. Who is the
patient? Is it Sara? Is it her mother? Is
it her father? Michael Balint recog-

nized three categories of patients: the
presenting patient; the key patient,
and the treatable one."14

Patient education is an important
aspect of anticipatory guidance and a

large part of the family physician's
health care approach.26 27 Then, too,
his special knowledge of the patient
and his family allows him to engage

in health promotion.28
Different doctors have different

'diagnostic thresholds', as a recent ar-

ticle points out: "In all cases, the
practitioners who graduated after
1950 were more apt to see emotional
illness than were those who graduated
prior to that year.' '29

Part of this aspect includes intuition
about the patient and his perception of
his condition: "The needs of the pa-

tient may not be expressed in words
and have to be discovered by the doc-
tor's investigation and even intuition.
To satisfy such a patient does not
mean simply to satisfy the patient's
expressed wishes, but to fulfil deeper,
often unconscious needs, the elucida-
tion of which requires complex and
refined techniques. The kind of medi-
cine that takes into account these
needs and satisfactions is well de-
scribed as 'patient-centred medi-
cine' " 30

Many patients with emotional
symptoms are discouraged human
beings with low self-esteem who feel
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incapable of influencing others in a
positive way. The physician must un-
derstand the person's outlook on life
and his view of himself in relation to
his environment.31 32

Collyer's 12 month study of his
own practice showed that he per-
formed 6,268 services. Of all his of-
fice visits, 17% were for psychother-
apy.33 A 1972 survey revealed that
United States family doctors spend
one-fifth of their working time coun-
selling patients for emotional prob-
lems. The doctors responding spent
17.1%-27.5% of their time counsel-
ling on premarital and marital prob-
lems, drug and alcohol abuse, and in-
dividual adjustment problems.34
McWhinney integrates behavioral

science and clinical medicine as fol-
lows: "A useful system for classify-
ing patient behavior at the point of
contact with the physician has five ca-
tegories: attendance with symptoms or
problems that have reached the limit
of tolerance; attendance with symp-
toms that provoke action because of
their implications; problems of living;
administrative reasons (certificate for
an illness); and attendance for reasons
other than illness (well baby care or
check up)."35

This fifth distinguishing function
might be summarized by saying the
family physician is dealing more with
health care than illness care, more
with dys-ease care than disease care,
more with early diagnosis than ad-
vanced disease, more with unorgan-
ized disease than disease of an organ
system, more with anticipatory guid-
ance than with rehabilitation, more
with searching for the real problem
than with diagnosing the disease,
more with family relationship prob-
lems than with hereditary disease.

Number Six
Continuity of care36 is the sixth

function distinguishing the family
physician.
The family physician provides con-

tinuing care, for all ages from new-
born to the elderly, including the
dying process; for all members of the
family unit; for those who require the
coordination of several consultants or
agencies.

"The tools of our specialty, in psy-
chological terms, are: the five-minute
psychotherapy session; the longterm
relationship; the use of separate and
unrelated events to reinforce or rede-
velop that relationship over many
years, so that the patient may trust his
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doctor in any situation in which they
may relate."37

These tools give the family doctor
an advantage,38 but also "impose on
us the hard but necessary discipline of
living with our results, both good and
bad . . . No wonder we are conserva-
tive. '39
Number Seven

The seventh difference is the nature
of the doctor-patient relationship.
"The doctor-patient relationship is the
matrix of the family physician's diag-
nostic-therapeutic activity. To en-
hance the curative potential inherent
in this relationship, the physician has
to be able to make contact with the
person in the patient. "40

The family physician, from this
wealth of experience, can develop
what appears to be an almost intuitive
diagnosis. "There is a sixth sense to
provide information about the patient;
the emotional experience evoked in
the examining doctor by the attitude
and bearing of the patient . . . The
doctor's sixth sense is valuable in all
consultations, but for the general
practitioner it will, in many cases, be
the only sense available to guide him
to the correct diagnosis and manage-
ment of the case. It should never be
ignored although it need not be acted
upon." 13

I believe the family doctor-patient
relationship is different for six rea-
sons. Four reasons are presented
above: tenured relationship, unse-
lected patients with problems, the
family as the unit of care and practice
on a continuing basis. In addition the
family doctor has an awareness of the
whole patient in relation to his family
and community, so he involves the
family in diagnosis and management
of patient problems more than other
physicians. The sixth reason is that
this relationship evolves throughout
time. Patients choose their doctor in
relation to what they want from a
family physician. From this chosen
beginning the family physician devel-
ops access to the family circle and a
special position of trust. His relation-
ship with any one member of the fam-
ily is enlarged by his relationship with
other family members and knowledge
of their interrelationships.

Number Eight
This brings us to the eighth dif-

ference; the family practice counsel-
ling approach. Because of the "many
strings of attachment"32 with the pa-
tient and his family, the family physi-

cian is in the best position to counsel
his patients most effectively and effi-
ciently. I still believe that "the great-
est therapeutic contribution the family
physician can make in his own per-
sonality, and ability to relate to the
patient-."941 A family doctor, for this
reason, can "take considered risks
with his patients, risks which cannot
be taken by a psychiatrist. . .

"Events which could prove fatal in
specialist practice can be taken by the
general practitioner in his stride.
When the psychotherapeutic relation-
ship is broken off, he changes back
into a doctor; then he becomes a psy-
chotherapist again, then changes back
into a doctor, and then into an obste-
trician-having all sorts of intimate
contacts with his patient which would
be impossible to a psychiatrist-and
finally turns into a 'friend of the fam-
ily' . "32

Deciding "what to treat" is one of
the most important decisions in family
practice. During visits for many dif-
ferent kinds of problems, the family
doctor may become aware of a func-
tional illness. "A 'functional' illness
means that the patient has had a prob-
lem which he tried to solve with an ill-
ness. The illness enabled him to com-
plain, whereas he was unable to
complain about his original prob-
lem. 9'32

Number Nine
The ninth difference is the whole

person approach of the family physi-
cian. This approach sees the problem,
illness, or disease in the total context
of a patient with physical, emotional,
and social attributes which cannot be
separated from each other. The 'holis-
tic' approach appreciates that all phys-
ical and organic conditions have emo-
tional and social overtones in etiology,
repercussions and management.

Number Ten
The family physician sees a dif-

ferent spectrum of problems from
other physicians. The 17 most com-
mon presenting symptoms based on
three Canadian studies have been
ranked as follows:42
1. Sore throat 9. Back pain
2. Abdominal pain 10. Weight change
3. Cough 11. Dyspnea
4. Headache 12. Fever and chills
5. Nervousness 13. Depression
6. Fatigue 14. Regurgitation,

7. Rash

8. Chest pain

vomiting
15. Nocturia,

frequency
16. Dizziness
17. Anorexia
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Problems present in family practice
according to their incidence in the gen-
eral population, with a high prevalence
of chronic, emotional and transient ill-
ness."0 Dr. Watts in his classic study
has shown how depression presents in
the community and how the family
physician treats most of it himself. He
clearly describes how psychiatric dis-
orders and their problems are different
in family practice from those encoun-
tered in the psychiatric hospitals and
outpatient clinics.43

Number Eleven
The eleventh difference is the vol-

ume. Family practice is labor inten-
sive: you have to do a lot more in order
to increase your income. If a family
physician sees 30 patients a day and
loses two minutes with each patient
because of some inefficiency in prac-
tice operation, then he has lost one
hour that day and five hours for the
week. This is just one reason why
business administration and practice
management techniques have become
a recognized part of family medicine.
Consultants spend more of their time
in hospitals which provide the working
materials and space through tax sup-
ported hospital budgets.

Number Twelve
Finally, family practices are dif-

ferent from each other.
Dr. Balint studied 14 practices and

found them all to be quite different,
largely due to the different personality,
character and style of each physician.
Patients change doctors, he believes,
"according to the doctor's apostolic
beliefs.' '32
A family practice also varies in rela-

tion to other physicians practicing in
the community and their consulting
disciplines; it varies with location, size
of community and community re-
sources as well as the community's ex-
pectations.

Another reason why family prac-
tices are different is that most family
physicians had to learn the hard way,
by trial and error. Most of our training
was by consultants in hospitals, and
after graduation we saw 90% of our
patients in the office and in the home,
with different sorts of problems. I am
sure our training produced safe doc-
tors, but I am not so sure how efficient
and effective we were upon starting
family practice.

The heterogeneity of family physi-
cians is really impressed on you as an
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examiner in the College of Family
Physicians' certification exam
process. It is really a delight to see the
variegated approaches of experienced
family physicians in solving the same
clinical problem on the oral exam. I
am sure this represents the same vari-
ety of problem solving that occurs in
their daily practices. This is not sur-
prising when we realize that family
physicians have individually devel-
oped their problem solving methods in
response to their practice experience in
different communities.
On the other hand the traditional

specialties of internal medicine, pedi-
atrics, obstetrics and gynecology, etc.,
have well defined clinical methods and
uniform programs of training and eval-
uation. Drs. Smith and McWhinney
demonstrated this in their research
which compared the diagnostic
methods of family physicians and in-
ternists.44

I believe that in family practice you
can have your cake and eat it too. It is
possible to enjoy the breadth of medi-
cine and develop special interests in
relation to your community needs and
your own talents.

Differences Between
FPs and Other Primary
Care Physicians
What's the difference between fam-

ily practice and other primary care
physicians? The most clear cut dif-
ference is that the others all limit the
scope of their practices. Primary care
internists do no surgery, no obstetrics,
see no children. Primary care pediatri-
cians exclude patients over 16 years of
age while the obstetrician/gynecolo-
gist excludes all men and children.

TABLE 2
Differences Between Family
Physicians and Other Primary
Care Physicians (PCPs)

1. PCPs limit their practices so their
problems are preselected.

2. PCPs have a higher referral rate.
3. This leads to fragmentation of

patient care and division of
responsibility.

4. Greater risk of polypharmacy and
drug interactions.

5. PCPs do not take responsibility for
the whole person.

6. POPs have a different perspective:
disease care related to their
discipline.

7. PCPs use more lab and related
tests.

The problems they see-and conse-
quently the breadth of care they pro-
vide-are therefore preselected to a
considerable extent.
A second difference between family

physicians and other primary care phy-
sicians is their consultation and refer-
ral rates. "Rates of referral by family
physicians in the United States and
Great Britain average 2.5% with a
range of 1.3-5.9%. Referral rates for
internists range from 2.5-18% and for
pediatricians, from 1.0-9.5%."1

These two differences lead to in-
creased fragmentation of care and a di-
vision of responsibility. In communi-
ties where there are several different
kinds of primary care physician, it is
not uncommon for a family to have
five or six physicians involved in their
care. With so many powerful drugs
available now there is greater risk of
polypharmacy and drug interactions in
families where this pattern of care
exists. This is especially so when Drs.
A & B do not know what Drs. C, D
and E are doing or have prescribed.
Who is in charge, who is responsible
for the overall patient management?
When there is a larger number of phy-
sicians involved there is much greater
risk of what Dr. Balint called the "col-
lusion of anonymity": "Vital deci-
sions are taken without anybody feel-
ing fully responsible for them.'"32

I believe this underscores another
important difference: when patients
and families go to other primary care
physicians, no one has accepted re-
sponsibility for the care of the whole
person or the total family.

Another significant difference of
other primary care physicians is their
perspective. Just about all of their
training is in the hospital and most of
the emphasis is on disease care as it re-
lates to their specific discipline. There
is very little emphasis on the whole
person and the family. This difference
is seen in their approach to the patient
and his problem. Smith and McWhin-
ney compared the diagnostic methods
of family physicians and internists:
"The results of this experiment show
significant differences in the diagnos-
tic approach of family physicians as
compared with internists when the two
groups were presented with three un-
differentiated clinical problems. In
summary, family physicians sought
fewer items of information; asked
fewer history questions; asked fewer
questions about life situations and
mental status in two of three cases, but
their questions in these categories re-

presented a greater proportion of the
total history questions; asked fewer
items of physical examinations; and
ordered fewer laboratory and related
tests."44

In order to clarify other differences
between family physicians and other
primary care physicians we need many
more basic research studies of what
family physicians do and how they
function in the health care system. I
believe Dr. Balint said it best when he
wrote: "A real change for the better
can be expected only as the result of
longterm research into the pathology
of the whole personality corresponding
to what was described above as the
deeper level of diagnosis. As the prob-
lems belonging to this field constitute
the problem of general practice, no
one but the general practitioner can un-
dertake this research."32
The discipline of family medicine is

here and the specialty of family prac-
tice has arrived! What we need now is
more standardization of terms that de-
scribe more clearly what we do.
The difficulty of defining the fifth

difference above demonstrates how
one can get lost in our current terms.
Armed with crisp, lucid terminology,
we can carry out longterm studies into
what we do to see how efficient and ef-
fective we are in rendering family
care. i)
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to the traditional SOAP format of
problem oriented records a statement
on the prognosis of the condition and
how it was intended to follow up the
prognostication, we would steadily ac-
cumulate information on the relation-
ship of our medical processes to pa-
tient outcomes, and thereby assist in
the validation or otherwise of the pro-
cesses we use.
Whose responsibility is it to develop

remedial educational programs? Again
universities and academic colleges
seem to be the logical bodies to de-
velop such programs in sufficient vari-
ety, giving any practitioner the chance
to correct any deficiency revealed by
practice audit.

Conclusions
If we are to assure that quality care

is provided, a number of steps will col-
lectively remove most of the threat and
provide the blessing of improved pa-
tient care. These steps are:
1. Standards of care must be set ap-
propriate to the community's re-
sources.
2. These standards must be described
in terms of process and outcome cri-
teria.
3. Outcome studies on patient cohorts
will be needed to validate the effi-
ciency of various processes of care for
a variety of conditions seen in prac-
tice.
4. Validated process criteria, prefer-
ably in the form of criteria maps,
should then be developed for a repre-
sentative range of conditions, includ-
ing psychosocial conditions.

5. Reliable and valid methods of
quality assessment using these criteria
should then be developed and applied.
Chart review, observation, and peer
group assessment are methods of prac-
tice audit which hold promise.
6. Remedial programs could then
assist physicians in correcting any de-
ficiencies revealed by the assessment
process.
7. Follow up assessment will be
needed to ensure that knowledge
gained is applied in practice.
The emphasis throughout should be

educational, not punitive.
What can universities and colleges

do to facilitate these processes?
1. Conduct outcome studies to vali-
date process standards.
2. Develop process criteria, especially
criteria maps, for a wide range of con-
ditions.
3. Emphasize strongly the importance

of good records and provide training
and assessment in this.
4. Encourage self-directed evaluation
and build into training the concept and
practice of regular assessment, with
special emphasis on peer review.

If these challenges are accepted, the
whole face of quality assessment will
change. The motivation and impetus
will come from the individual, not an
outside agency.

I personally doubt the value of Pro-
fessional Standards Review Organiza-
tions or any other type of externally
imposed review system. That is a
threat. What is needed is the motiva-
tion to review our standards of care
which springs from within us because
we really care for people. That will be
the blessing.
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